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Abstract 
The writer’s physiotherapy department has 36 therapists who graduated from 12 
different national and international universities. This has caused diversity in 
assessment and documentation procedures. A literature review showed that 
professional and standardised documentation is vital for the creation of patient 
care plans, enhances communication, and is a legal requirement. In addition, the 
generated data can be used for research purposes. Moreover, research has shown 
that the use of forms is associated with significantly higher documentation rates. 
The World Confederation for Physical Therapy published the Core Standards of 
Physiotherapy Practice and recognised the importance of developing assessment 
forms that suit the prevailing circumstances in organisations. This change project 
used a modified HSE change model. The in-service team formulated seven 
orthopaedic assessment forms and conducted training lectures to enhance 
employees’ knowledge and skills. The post-change audit revealed a compliance 
rate of 38% in the use of the forms. Furthermore, the subjective and objective 
documentation rates significantly improved after training sessions. The 
organisation is working to computerise the documentation of the assessment 
forms to further improve the documentation and assessment procedures. 
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Chapter 1 
Introduction 
1.1   Introduction 
Healthcare organisations worldwide are under accelerating pressure to change and 
improve the quality of services provided to internal and external customers. The 
drivers of change include demographic changes, individualisation and freedom of 
choice, increasing digital lifestyles, technology convergence and workforce 
expectations (Hay Group, 2011; Van der Colff, 2003). This change project was 
undertaken in a physiotherapy department in Bahrain. The change aimed to 
improve the orthopaedic assessment and documentation procedures through the 
introduction of standardised orthopaedic assessment forms. 
In this chapter, the background and rationale for selecting this change 
management project is discussed, the aim and objectives are outlined and the 
nature of the change is analysed. Chapter 2 relates to the literature review, the 
main themes extracted from the articles are discussed, and the implications of 
these themes for the project are discussed. Chapter 3 reviews a few change 
models and justification for the selected change model, and an overview of the 
change process will be carried out under the steps of the change model selected 
with an outline of the organisational culture, resistance and power. Chapter 4 
discusses the evaluation of the project through an assessment of the structure, 
process and outcomes, including the qualitative, quantitative and long-term 
outcomes. Chapter 5 addresses the impact of the project, strengths and limitations 
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and recommendations for future improvement, and finally, a conclusion is 
offered.  
1.2 Background Rationale for the Change Project 
The writer’s organisation is the second-largest governmental healthcare 
organisation in Bahrain. Bahrain provides healthcare services to a population of 
1.234 million via 11 government hospitals and 14 private hospitals (MOH, 2010). 
The writer’s organisation has a capacity of 400 beds with in-patient, out-patient 
and emergency departments, served by nearly 4,000 physicians and employees 
(BDF, 2013). The physiotherapy department in the hospital where the writer is 
currently working was established in 1979 with four therapists. The physiotherapy 
department gradually expanded the totals 36 therapists, including 
physiotherapists, sport therapists and occupational therapists (BDF, 2013). The 
therapists graduated from sixteen different physiotherapy schools and universities 
in eight different countries worldwide (see Figures 1 and 2).         
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Figure 2: A graph showing the number of staff members and the different 
countries of higher education. 
This diversity of academic and practical backgrounds has created inconsistency in 
the procedures for the services delivered to the customers. The physiotherapy 
services include mainly assessment of the referred customers, treatment 
procedures and discharge plans. The standardisation of assessment procedures 
ensures that the assessment process is of high quality, that therapists gain 
thorough insight into the patients’ condition, that patients are informed of their 
condition and plan of treatment, that therapists document in a standard form that 
eases the inter- and intra-reliability of documentation and finally, that the 
organisation and insurers gain more trust in and insight into the services provided 
(Swinkels et al., 2011). 
Moreover, the currently used assessment forms are categorised into general 
sections such as subjective assessment, objective assessment, diagnosis and plan 
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(see Appendix A). The form lacks specific details regarding the subjective and 
objective assessment procedure; therefore, therapists fill the categories in 
accordance with their skills that may or may not meet the required level of 
competence. Additionally, the open-ended categories consume more time to fill 
out in a busy physiotherapy department, leading to lower documentation rates. 
Additionally, the writer’s organisation started the journey of accreditation in the 
late 1990s. Accreditation is the verification of quality of care against set standards 
(McSherry & Pearce, 2007). The first step of accreditation was the achievement 
of ISO/9001 in 2000. The organisation altered its path to gain an accreditation that 
is more healthcare-specific by pursuing Australian Council of Healthcare 
Standards International (ACHSI) accreditation. In 2007, the organisation granted 
the ACHSI accreditation certificate, and the second certificate was granted in 
2011 (BDF, 2013). The ACHSI undertakes the consultation process every four 
years to ensure that the set standards are practised, are achievable and reflect best 
practise (ACHSI, 2003). The ACHSI defined eight criteria regarding the standard 
of patients’ care to ensure that the organisation is providing high-quality care to 
patients at all times. The criteria  listed were assessment of patients, planned and 
delivered care, consent process, outcome measures, transfer and discharge care, 
care of dying or deceased and finally health records (ACHSI, 2003). This project 
is concerned with the first and eighth criteria of patients’ care standard. 
1.3 Aim and Objectives 
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The writer, a senior physiotherapist and physiotherapy quality group team leader, 
decided to implement a quality improvement change in the Physiotherapy 
Department to improve assessment and documentation procedures through the 
introduction of standardised orthopaedic assessment forms. The project aims to 
ensure the standardisation of the service and eliminate the variances in the service 
delivered by therapists with different academic backgrounds. Moreover, this 
change meets the ACHSI accreditation requirements regarding the assessment and 
recording standards. The objectives of this project were as follows: 
 To improve the orthopaedic assessment procedure. 
 To improve the documentation of initial assessment. 
 To standardise the assessment and documentation procedures to meet 
international criteria. 
 To train employees on the new assessment and documentation procedures. 
 To determine employees’ perceptions of the change. 
 To evaluate the documentation and compliance rate. 
In an effort to address this change, the writer of the project undertook three major 
steps. The first step included the collection of 50 patient files to analyse the 
current assessment and recording systems and to identify the areas needing 
improvement. In addition, two focus groups were conducted to view the senior 
staff and the junior staff opinions regarding the current assessment system, the 
new assessment system and the expected barriers to the change, elaborating on 
ways to eliminate or reduce such challenges. 
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The second major step was the practical implementation of the change through the 
formulation of new orthopaedic assessment forms based on international 
requirements. An in-service educational team was formed to organise the 
educational lectures. An introductory lecture was held to create urgency regarding 
the change and to ask for volunteers to act as change agents and enhance the 
implementation of the change. A series of weekly lectures was planned to explain 
the use of the forms while practically demonstrating the assessment steps for each 
form.  
The final step in the project was the collection of 50 patient files after the change 
implementation to analyse the compliance with the use of the forms and the 
quality of the assessment procedure through the proper recording of the different 
sections of the assessment form. Moreover, a second focus group was planned to 
seek employees’ feedback regarding the change. 
1.4 Nature of Change 
This project follows the philosophy of Kurt Lewin’s planned approach to change, 
in which a situation is analysed to identify areas for possible change, alternative 
solutions are planned and executed and behaviour is transformed into new norms 
(Burnes, 2004). In contrast, evidence has shown that emergent changes occur in 
any planned change, especially when dealing with changes associated with public 
services in large organisations (Esai et al., 2008). Therefore, any planned change 
is expected to have elements of emergent changes.  
1.5 Summary 
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This change project is concerned with the basic standards of customer care, and it 
could be considered the first step in improving the quality of the initial services 
delivered to the customers. The success of this project will improve customer care 
through the clinical care pathway. 
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Chapter 2 
Literature Review 
2.1   Introduction 
A literature review is a framework to search for a particular topic of interest in the 
published information found in journals, books or websites. Reviewing literature 
rationalises the significance of the research, allows the researchers to discover 
important variables relevant to the topic, identifies the relationship between ideas 
and practice and identifies the methodologies used previously (Randolph, 2009).  
The objective of this research study is to explore the literature in the field of 
physiotherapy regarding initial assessment and documentation standardisation 
under key words, such as physiotherapy or physical therapy, assessment forms, 
initial assessment or evaluation, documentation and standardisation. The literature 
search was conducted using Medline, Cochrane, CINHAHL and Google Scholar. 
The search failed to reveal any literature published in the region regarding the 
topic. Moreover, the majority of literature investigating documentation in 
healthcare was obtained from nursing and medical journals. The search was 
limited to English language materials and to publication years between 2003 and 
2013. Thirty-three publications were identified, and the key themes revealed by 
the reviewed literature were documentation, standardised assessment forms and 
outcome measures. 
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Documentation was the main focus of the literature, which discussed its 
importance in healthcare, barriers to standardising documentation and compliance 
rates. The second theme was the proposal of standardised physiotherapy 
assessment forms by different schools. Finally, researchers suggested the 
incorporation of outcome measure questionnaires in the physiotherapy assessment 
procedure. 
2.2   Documentation 
Documentation is the written or electronic information about a patient, including 
the assessment process and management procedures (Ioanna et al., 2007). Good 
documentation is considered integral to professional practice and reflects the 
quality of care provided to the patient (McGeehan, 2007). However, Ferguson 
(2010) argued that it is difficult to prove definitively that good documentation 
equates to good practice. Additionally, Bosek and Ring (2010) concluded that, 
although good documentation is a professional responsibility for nurses, it does 
not necessarily equate to good care. Nevertheless, all the literature concluded that 
proper documentation is vital in the creation of patient care plans, enhances 
communication among professionals, is a legal requirement in an increasingly 
litigious society, and provides data that can be used for research purposes 
(Griffith, 2004; Delaune & Bemis-Dougherty, 2007; Ioanna et al., 2007; 
McGeehan, 2007).  
Despite the importance of healthcare documentation, the published research 
studies evaluating the documentation in allied health, especially physiotherapy, 
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are limited (Phillips et al., 2006). A study in 2007 evaluated the impact of nursing 
documentation in twelve wards in a Swiss hospital with respect to the quality of 
diagnosis and interventions. The study included an educational programme and 
training of the nurses on the skills needed for the assessment and diagnosis of 
conditions. An audit of nurses’ documentation pre- and post-intervention revealed 
significant enhancement in the quality of documentation (Muller-Staub et al., 
2007). 
An Australian study evaluated the standard of in-patient medical record 
documentation by physiotherapists by auditing 100 medical records. A total of 81 
percent of the records were at least completed, which was considered a 
satisfactory overall standard (Phillips et al., 2006). 
A similar study was conducted in Scotland in 2010 to develop a framework that 
would support the National Health Services (NHS) in providing physiotherapy 
assessment and management guidelines for low back pain through an analysis of 
documented physiotherapy records. The study audited physiotherapy 
documentation in 2008 and again in 2009 after the implementation of lectures and 
training sessions for the physiotherapists at 186 NHS sites and two private 
providers. The study concluded that a significant improvement in the standards of 
documented care was proved; nevertheless, it was mentioned that the direct 
impact on patient outcomes was unknown (Ferguson et al., 2010).  
Although it is difficult to relate the standard of documentation to the quality of 
care provided to patients, a study conducted in Canada auditing the 
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documentation of more than 5,000 cardiac cases concluded that poor 
documentation affects patient management and can be considered an impediment 
to quality of care (Cox et al., 2003).  
Other studies have investigated the perceptions of allied health care providers 
regarding the challenges in standardising documentation by holding focus groups. 
A study in Sweden involved 34 nurses who joined focus groups to view their 
perceptions about improving documentation using a nursing model. The study 
concluded that lack of time and knowledge were the main concerns of the nurses 
(Bjorvell et al., 2003). Another study investigated the barriers to charting 
identified by physiotherapists through the involvement of 49 participants in nine 
focus groups. The study concluded that time constraints, a mismatch between 
charting and the clinical process and the challenges in converting impairment 
goals to functional goals were the reported barriers to documentation (Harman et 
al., 2009). 
Although a direct link between documentation and quality of care has not been 
proved in literature, documentation was shown to be integral to professional 
practice that enhances the development of patient care. Training sessions on 
professional documentation proved to significantly improve the standards of 
documentation. Finally, time constraints were the main barrier that employees 
claimed to hinder documentation.  
2.3   Assessment Forms 
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Detailed or standardised documentation might be challenging in a busy 
physiotherapy clinic (Harman et al., 2009). Therefore, in an effort to improve 
documentation, many physiotherapy schools have proposed the use of 
standardised assessment templates or forms. The standardised forms are pre-
printed forms designed to include the required categories of the assessment 
procedure. The forms save assessment time, as they contain checkboxes and 
enhance the implementation of a professionally competent assessment procedure 
through the use of pre-determined standardised measurements and tests (Swinkels 
et al., 2011). Additionally, the use of forms is associated with significantly higher 
documentation rates (Parikh et al., 2007). 
The need for physiotherapists to use standardised assessment procedures has been 
recognised worldwide and articulated by several physiotherapy associations. The 
World Confederation for Physical Therapy published the Core Standards of 
Physiotherapy Practice, which recognised the importance of developing standards 
for the services that suit the prevailing circumstances. Additionally, it encouraged 
the setting of national practice guidelines in different sectors, including patient 
management and documentation (WCPT, 2013). In addition, the European Core 
Standards of Physiotherapy Practice published physiotherapy standards in 2008 
that included standards related to the assessment procedure. The standards 
clarified that there should be written evidence of data-gathering, such as patient 
demographic details, presenting condition, past medical history, current 
medication, and social history. The written evidence should include 
documentation of the physical examination carried out to analyse the patient’s 
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physiotherapeutic needs (ECSPP, 2013). The American Physical Therapy 
Association and the Chartered Society of Physiotherapy in the UK both published 
core standards and guidelines with detailed requirements for patient assessment 
procedures and documentation criteria that are similar to the European guidelines 
(APTA, 2013; CSP, 2013). 
The international physiotherapy associations set standards and guidelines for 
assessment and documentation, but no assessment templates were proposed. This 
allows for self-regulatory programmes that suit the environment, values, 
conditions and goals of each country or organisation while permitting innovation, 
growth and change (WCPT, 2013). 
Swinkels (2011) investigated the use of standardised measurement in 
physiotherapy assessments in the Netherlands. The study showed two main 
barriers: physiotherapists’ lack of knowledge and organisations’ lack of time to 
focus on standardisation and lack of management support. 
Stevens and Beurskens (2010) suggested that the success of physiotherapy 
organisations pursing the development of assessment measurement tools requires 
implementation of the improvement through change models through which the 
organisation undergoes the systemic steps of problem analysis, development of 
strategy, test execution and evaluation of the change. 
Though the international physiotherapy associations provided guidelines and 
preferred that each country or organisation formulate its own assessment forms, 
several physiotherapy schools and committees constructed and publicised their 
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assessment forms worldwide. The McKenzie Institute initially formulated a 
physiotherapy lumbar spine assessment form and then extended it to cover the 
cervical spine and the extremities. The history of the patient, physical 
examination and classification of the diagnosis are recorded on standardised 
McKenzie assessment forms (May & Ross, 2009). A study that investigated the 
reliability of the McKenzie spinal forms was conducted in Australia on 50 
patients with spinal pain and showed 76% agreement regarding the classification 
of syndromes after the use of the forms. The study considered the findings 
adequate but not ideal (Clare et al., 2004). A similar study in 2009 evaluated the 
reliability of the McKenzie extremities assessment form and revealed a good level 
of reliability for the form among the participating experienced therapists (May & 
Ross, 2009). The studies depended on experienced and trained physiotherapists 
holding a McKenzie Institute International Diploma to do the assessment 
procedure, limiting the external validity of the forms, as therapists needed to be 
trained to conduct the examination reliably. 
The International Knee Documentation Committee (IKDC) proposed a patient-
oriented questionnaire that assesses symptoms and function for patients with 
various knee disorders. The form was tested for its reliability and validity on 
1,534 patients in the USA. The results demonstrated that the form has adequate 
reliability and validity, although the responsiveness of the form to changes in 
knee function over time was not tested (Higgins et al., 2007). The IKDC 
questionnaire was translated into a Brazilian version and tested for validity and 
reliability. Similar results were found, and the form was considered a reliable 
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form for patients with knee-related conditions (Metsavaht et al., 2010). The IKCD 
form was found to be significantly reliable and valid for patients with knee 
conditions, but its use is still not very popular among physiotherapy organisations. 
Studies have shown that the use of assessment forms saves documentation time 
and enhances the standardisation of the assessment process. Physiotherapy 
associations have published criteria and guidelines for assessment and 
documentation procedures. Moreover, the associations advocated that 
organisations formulate assessment forms that suit the conditions and values of 
each organisation and allow more flexibility for future change and improvement. 
In contrast, many physiotherapy schools have published specialised assessment 
forms, but these forms required special post-graduate training to them. 
2.4   Outcome Measures 
The assessment forms include a section summarising the treatment plan or goals 
of interventions as a final part of the assessment procedure. To classify 
physiotherapy interventions into standardised categories, outcome measures were 
introduced. Outcome measures assess the goals and effectiveness of 
physiotherapy interventions over time (Akinpelu & Eluchie, 2006). Changes in 
patient impairment, quality of life and activity limitations are evaluated with 
patient self-report questionnaires (Copeland et al., 2008). The introduction of 
outcome measures in the assessment procedure improves the assessment methods, 
leading to improved patient care, enhances communication with the patient as 
well as healthcare providers and allows therapists to demonstrate their practise on 
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an evidence-based basis and to determine the most effective intervention 
(Akinpelu & Eluchie, 2006; Hatfield & Ogles, 2007; Copeland et al., 2008; Tyson 
et al., 2008; Van Peppen et al., 2008; Jette et al., 2009). 
The World Health Organisation published a manual titled “The International 
Classification of Function, Disability and Health” that categorises functional 
activities and limitations to incorporate the classifications as part of the 
assessment of patients’ outcome measures (WHO, 2001). Other physiotherapy 
associations, such as the Australian Physiotherapy Association, have adopted the 
outcome measures as a professional requirement to be used as a valid and reliable 
assessment instrument (ACOPRA, 2002). In 2004, the Netherlands published 
Clinical Practice Guidelines on the Physiotherapy Management of Patients with 
Stroke recommending the use of a core set of seven outcome measures in the 
assessment of patients with stroke (Van Peppen et al., 2008).  
Despite the evidence-based facilitators for the use of outcome measures and the 
increasing recognition of the measures as valid and reliable by international 
physiotherapy associations, studies revealed a less than satisfactory rate of their 
use in physiotherapy practice. A study in the Netherlands investigated the use of 
outcome measures by physiotherapists for patients with stroke after the publishing 
of the Dutch recommendations. The study revealed that only half of the 
physiotherapists reported using the instruments. The low level of compliance 
might be due to the fact that the study was conducted two months after the 
publication of the Dutch guidelines, which is considered too early for the 
physiotherapists to know and practise the guidelines (Van Peppen et al., 2008). 
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A study in New Zealand conducted in 2008 examined the use of outcome 
measures for patients with low back pain. The results showed that only 40% of 
the physiotherapists who responded to the questionnaire reported using the 
outcome measures (Copeland et al., 2008).  
Similar results were found in 2009 in a study conducted in the United States 
investigating the extent of use of standardised outcome measures among 
physiotherapists participating in a survey. The study showed that 48% of the 
participants used the outcome measures (Jette et al., 2009). 
Another study done in Nigeria explored the level of familiarity with, knowledge 
and utilisation of outcome measures using a questionnaire. The findings suggested 
that physiotherapists in Nigeria had poor knowledge of, were unfamiliar with and 
seldom used outcome measures in their practice (Akinpelu & Eluchie, 2006). The 
results of the three studies might lack external validity due to respondent bias, as 
therapists who are unfamiliar with outcome measures are less likely to respond to 
survey questionnaires. This factor further affects the results of the questionnaire, 
and the actual rates of use might be still lower than the published figures. 
In contrast, other researchers have examined changes in the use of outcome 
measures over certain periods of time and found reported increases in use. A 
study examined the use of outcome measures over five years through a survey in 
Ireland and showed an increase of 50% to 70% in the use of the standardised 
measures (Stokes & O’Neill, 2008). Another study in Australia showed 30% 
improvement in the rate of use over a period of six months. The significant 
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change in such a short period of time was thought to be influenced by educational 
initiatives, professional support and mandatory reporting of outcome measures 
required by the Transport Accident Commission in Australia (Abrams et al., 
2006). 
The barriers to and challenges of using outcome measures were investigated by 
the researchers to explore physiotherapists’ perceptions of the barriers and 
consequently suggested methods to reduce the challenges to increase the rate of 
use. The research studies reached a consensus on the main barriers, such as the 
length of time for the instrument to be completed, which interferes with care-
giving time, as well as the length of time for analysis of the data to incorporate the 
findings in the therapists’ decision-making regarding the interventions used (Jette 
et al., 2009). Lack of familiarity with the instrument and lack of training was 
perceived as major challenges by therapists (Abrams et al., 2006). Additionally, 
reluctance to change the routine was mentioned as a barrier to physiotherapists, 
restricting the use of outcome measures (Van Peppen et al., 2008).  
Two studies have investigated factors related to the poor use of outcome measures 
and determined that education on outcome measures is not included in the 
undergraduate curricula for physiotherapists or in physiotherapy post-graduate 
educational courses. However, outcome measure education is widely addressed in 
master’s degree-level curricula. Therefore, most physiotherapists lack knowledge 
and training of outcome measures (Copeland et al., 2008; Stokes & O’Neill, 
2008). Therefore, the integration of outcome measures in the assessment forms 
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requires proper training of therapists to gain the needed knowledge and 
professional training.  
Outcome measures assess the effectiveness of physiotherapy interventions over 
time. They are used in conjunction with the initial and final assessment of the 
patients. Many studies have investigated the rate of compliance with the use of the 
measures and showed low levels of familiarity and use. This is mainly due to the 
fact that the topic of outcome measures is taught at the master’s level of learning 
and is not included in pre-graduate physiotherapy curricula.  
2.5   Implications for the Change Project 
The literature review on the topic of the standardisation of physiotherapy 
assessment forms revealed three main themes: documentation, assessment form 
standardisation and outcome measures. The literature proved the importance of 
accurate documentation in healthcare as a legal requirement, a means of 
enhancing communication, a source of research data and a means of obtaining 
insight into the provided services. Researchers have explored the compliance of 
physiotherapists and healthcare providers with documentation requirements 
through audits of patient records, which was adopted in the writer’s project as a 
measurement and evaluation tool. In addition, focus groups were used as a 
qualitative measure to reveal staff perceptions of challenges and barriers to 
professional documentation. Therefore, the writer adopted the audit of patient 
files as a quantitative evaluation measure and focus groups as a qualitative 
measure. 
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Guidelines for standardised assessment procedures and documentation have been 
set by many international physiotherapy associations; however, the World 
Confederation for Physical Therapy advised each country or region to formulate 
their own assessment templates that suit the prevailing circumstances. In Bahrain, 
no assessment forms have been standardised among physiotherapy organisations. 
Additionally, the Bahrain Physical Therapy Association has published no 
guidelines regarding this issue (BPTA, 2013). Therefore, the writer of this project 
formulated assessment forms according to the international standards and the 
knowledge and skills of the physiotherapists in the organisation.  
Outcome measures were considered a vital tool in the assessment of 
physiotherapy interventions that provides evidence of the patient’s functional 
improvement over time. Although the rate of use among the researched 
physiotherapists in different countries was not satisfactory, the rate showed a 
gradual increase over time. The main barriers to the use of outcome measures 
explored were lack of time and knowledge and the fact that outcome measures are 
taught in master’s degree programme and are not included in any undergraduate 
physiotherapy courses. Thus, the writer excluded the use of outcome measures in 
the current project. Additionally, training lectures regarding the use of the 
assessment forms were planned to enhance the skills of the physiotherapists in the 
assessment procedure in accordance with the standardised forms. The training 
will ensure that the use of assessment forms reflects improvement in the 
assessment process and, consequently, improvement in the care provided to 
patients.  
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Chapter 3 
Change Process 
3.1   Introduction 
Change is difficult to implement, but still it is ubiquitous and a constant across 
organisations pursing improvement (Brunton & Matheny, 2009). To achieve 
sustainable change, human behaviour within an organisation should change 
(Todd, 1999). Change that is impeded by the culture of the organisation is 
difficult to achieve. Seventy per cent of all change initiatives fail (Balogun & 
Hailey, 2004), mainly due to employee resistance to change initiatives (Val & 
Fuentes, 2003). Kotter and Schlesinger (2008) recognised the four most common 
causes of resistance: parochial, self-interested employees who focus on their 
interests rather than the organisation, misunderstanding and lack of interest, a 
different assessment of the benefits of the project and fear of developing new 
skills and behaviours. A powerful leader who deals with resistance through 
motivation, education, effective communication, participation and facilitation is 
the key to successful change projects (Sirkin et al., 2005; Kotter & Schlesinger, 
2008). Moreover, power can be exercised through coercive methods to force 
change (Thomas & Hardy, 2011). 
A leader has the responsibility for selecting a change strategy or model based on 
an analysis of the organisation’s situation and the urgency for change that 
accommodates the change with the least resistance (Kotter & Schlesinger, 2008). 
Nevertheless, there is not a single widely accepted change model that fits all 
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organisations to plan and implement a successful change initiative (Todnem By, 
2005).  
This chapter will critically review a few organisational change models, discuss the 
rationale for the selection of the Health Services Executive (HSE) model and 
provide an outline of the writer’s change initiative. 
3.2   Critical Review of Change Models 
Kurt Lewin (as cited in Bozak, 2003) is regarded as the father of change theory; 
he explored human behaviour and offered ways to improve and change behaviour. 
He developed a three-step planned change model in 1951 that included 
“unfreezing” or the identification of the current needs through a force field 
analysis of the situation recognising the driving forces to change and the 
restraining forces challenging the change. The second step is “change,” where a 
detailed plan is constructed and implemented for the change. The third step is 
“refreeze” to stabilise the new behaviour within the organisation (Bozak, 2003). 
Although Lewin’s model was considered highly effective, it has attracted major 
criticism since the early 1980s for being too simplistic and suitable for small-scale 
changes, not radical changes in stable organisations where rapid change is not 
required (Todnem By, 2005). Burnes (2004) argued that Lewin’s small 
incremental changes over time lead to radical transformational changes. 
Additionally, Lewin’s model was criticised for advocating top-down management 
and ignoring organisational power and politics. Burnes (2004) argued that 
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Lewin’s force field analysis includes an analysis and the involvement of all 
groups within the organisation to gain their commitment and participation. 
In 1986, W. Edward Deming, the father of the quality improvement, constructed a 
quality improvement cycle named the “Deming cycle” that can be considered a 
change model (Ransom et al., 2011). The Deming cycle, also known as the PDCA 
cycle, is a four-step cycle starting with a “plan” stage where an opportunity for 
change is recognised, a “do” stage where the change is implemented, a “check” 
stage where the results are evaluated and, finally, an “act” stage where positive 
results are stabilised, and if the results are not satisfactory, the cycle begins again 
(Kelly, 2011). The Deming cycle is still used in many organisations, and the 
writer’s organisation submits the quality improvement changes in a PDCA format 
to the ACHSI accreditation board in accordance with their requirements. The 
Deming cycle has an advantage over the Kurt Lewin’s model in being a 
continuous cycle that includes an evaluation stage, but it is still criticised for 
being applicable only for small-scale change projects. 
Burke and Litwin created a change model in 1992 that analyses the internal and 
external environment to guide the organisational change model (Martins & 
Coetzee, 2009). However, it is considered a complex model that requires thorough 
understanding to gather the model’s parameters and manage the organisational 
change. 
John Katter introduced an eight-step change model in 1996 that was a success at 
the time and is still considered a key reference in the field of change management. 
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The most comprehensive measure in his model, which purported to avoid the high 
failure rate of change projects, is the creation of a sense of high urgency in a 
strong team of managers (Brisson-Banks, 2010). Kotter’s eight-step model starts 
with the establishment of a sense of urgency by examining the market and 
identifying the crisis areas or major opportunities. The second step is the 
formation of a powerful coalition of managers that creates a vision and develops 
strategies as the third step. The vision is then communicated to the employees. 
Fifth, the employees are empowered through the removal of obstacles. The sixth 
step is the creation of short-term wins and rewarding employees. Consolidating 
improvements and reinvigorating the process with new projects is followed by the 
eighth and final step, which is the institutionalisation of the new approach or 
culture (Kotter, 2007). Although the model is very popular, there are major gaps 
in the validation of the model. Appelbaum et al. (2012) concluded that few studies 
have investigated the validity of Kotter’s model. Additionally, it has been claimed 
that the model is a rigid approach, while organisations prefer models that are 
easily amended or replaced. Moreover, the tools to limit obstacles in step five are 
not sufficiently detailed. Another major criticism is the difficulty of evaluating 
wins (Appelbaum et al., 2012). 
The Health Service Executive is a model designed by the National Organisation 
Development and Design Directorate in Ireland to be implemented in healthcare 
organisations (HSE, 2006). This gives the model an advantage in that it adapts to 
the challenging, flexible and rapid changes in complex healthcare settings. 
Additionally, the model is a continuous cycle that ensures proper evaluation of the 
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change and limits the rigid linearity of Kotter’s and Lewin’s models. The HSE 
change model is a cycle that consists of four major steps. During “initiation”, 
preparation and analysis are conducted to lead. “Planning” involves building 
commitment, determining the details of the change and developing the 
implementation plan. The “implementation” stage is where actual change is 
implemented. Finally, in the “mainstreaming” stage, change is imbedded in the 
culture, and the whole project is evaluated (HSE, 2008). 
Another change model constructed and used in the healthcare field is the National 
Health Services (NHS) change model. It was created by the NHS in 2012 to adopt 
a systematic model to improve the quality of care in NHS. The model involves 
eight key components: leadership, engagement, system drivers, transparent 
measurement, rigorous delivery, the improvement methodology, the spread of 
innovation and shared vision (NHS, 2013). Although the model presents 
important values that are inevitable in any change model, the stages of the model 
are not clearly illustrated, and a practical framework needs to be developed to 
adopt the model. Therefore, this model is more applicable for larger-scale changes 
where a group of experts collaborate to pursue the model. 
In reviewing four of the change models discussed earlier, it is interesting to note 
that they are all lined together in a similar way and follow the same practical 
stages under different names for each stage (see Table 1). Each includes positive 
aspects of change model management, and there is no single perfect model for all 
change initiatives (Brisson-Banks, 2010). Organisations must make the necessary 
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alterations to the selected model to suit their specific culture and environment or 
use a mix of models to best fit the organisational needs (Appelbaum et al., 2012). 
Lewin Deming Kotter HSE 
Unfreeze 
 
 
 
 
 
Change 
 
 
 
 
 
 
 
Freeze 
 
Plan 
 
 
 
 
 
Do 
 
Check 
 
 
 
 
 
Act 
Sense of urgency 
Form coalition 
Develop vision 
Communicate 
vision 
 
 
Remove obstacles 
Short-term wins 
Consolidate 
improvement 
 
 
 
 
Anchor new culture 
Initiation 
Planning 
 
 
 
 
Implementation 
 
 
 
 
 
 
 
Mainstreaming 
Table 1: Comparison between the stages of four change models. 
3.3   The Change Model 
The writer decided to integrate a few change models - the cyclic Deming model, 
Kotter’s model, the NHS model, the Burke-Litwin model and particularly the 
HSE model to form a modified HSE change model that suits the organisation (see 
Figure 3). 
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Figure 3: The modified HSE model. 
The initiation stage starts with defining a leader, the leadership style and the role 
of the leader. The leader has to analyse the external environment, such as the 
competitors, political or governmental issues and the economy and, moreover, to 
analyse the organisational culture and values that mandate the required change. 
The environmental factors and culture are considered the most important drivers 
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of change in the Burke-Litwin change model (Martins & Coetzee, 2009). Once 
the change is defined, the leader needs to create urgency in the organisation by 
communicating the importance of the change. Urgency creation is considered an 
essential step in Kotter’s change model, as it ensures the commitment and 
cooperation of employees (Kotter, 2007). Moreover, the leader needs to form a 
strong coalition or team to guide the change and to keep the management process 
under control (Kotter, 2007). The team should create a vision for the organisation. 
Finally, an initial outline of the business case is required to define the timeframe, 
resources and costs of the change. 
The planning stage of the cycle includes the communication of the vision and 
future plan to the employees in an effective and engaging way. Employee 
commitment should be gained by the provision of support, such as training and 
knowledge development, to pursue the required change. In addition, defining the 
change agents is a vital step, as engaging employees or stakeholders in the change 
process develops a sense of ownership and enhances commitment (HSE, 2006). 
Finally, a strategy is developed to implement the change by defining performance 
and quality measures, resources, requirements and responsibilities (HSE, 2006). 
The third stage is the implementation stage, where new ways of working start. 
Leaders should be actively involved to get continuous feedback and to sustain the 
momentum of change. 
The final stage is the mainstreaming stage, where evaluation mechanisms are 
implemented to measure improvement and the success of the change. Leaders 
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must appreciate the effort of the team and the change agents and celebrate 
success, as Kotter believes that it creates self-confidence and reassurance 
(Appelbaum et al., 2012). The team should reflect on the whole change project 
and identify the positive aspects of the process that need reinforcement and the 
negative issues that require more consideration in future change projects. Finally, 
the change results or innovation should be spread within the organisation, if 
applicable, or across national organisations. The spread of innovation is an 
integral step in the NHS change model (NHS, 2012). 
3.4   The Initiation Stage 
The proposed change project, as a quality improvement initiative, required a 
transformational leadership style to transform the organisation from the current 
state to an improved state. Transformational leaders are characterised by an 
idealised influence on followers and the ability to motivate others to commit to 
the future vision, to stimulate the intellectual abilities of followers to create and 
innovate and to consider the individual capabilities of followers (Avoilo et al., 
1991).  
Definition of leadership and analysis of the external environment and culture 
The leader and the writer of this project considered a change that is simple and 
would have a significant impact, as simple change initiatives have a better success 
rate (MacPhee, 2007). The project started with an analysis of the internal 
organisational drivers of the assessment process through the use of standardised 
assessment forms. An analysis of the employees’ academic background revealed 
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that the employees graduated from fifteen different universities based in eight 
different countries worldwide (see Figures 1 and 2). This creates diversity in the 
assessment procedures that requires standardisation. Additionally, competencies 
in the assessment procedure may vary from one employee to another; therefore, 
standardisation ensures that the assessment procedure is applied with an 
acceptable level of competence. Moreover, the writer’s organisation is following 
the requirements of the ACHSI guidelines, which encourage the standardisation 
of the assessment process and health records. The ACHSI created a culture of 
continuous quality improvement within the organisation, as each department is 
required to submit their intended improvement plan for the year and the 
accomplished improvements in the form of PDCA cycles. This culture of quality 
improvement provided positive reinforcement for the writer’s change initiative. 
The writer reviewed the Bahrain Physical Therapy Association website for any 
published guidelines regarding the assessment process or the documentation of 
patient files, but no published guidelines were found. Furthermore, the writer 
investigated national organisations for standardised assessment forms. The search 
showed that a few organisations use self-created assessment forms and that the 
others use the conventional procedure of recording in a semi-structured form. The 
writer next explored the international guidelines for physiotherapy assessment 
procedures and documentation. The World Confederation of Physical Therapy 
(WCPT, 2013), the American Physical Therapy Association (APTA, 2013), and 
the Chartered Society of Physiotherapy (CSP, 2013) have published general 
guidelines for assessment procedures and patient file documentation. 
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Additionally, the European Core Standards were reviewed (ACOPRA, 2013). 
Nevertheless, the World Confederation of Physical Therapy (WCPT, 2008) 
advised each organisation to develop forms that suit the employees’ skills and 
knowledge. 
In addition, force field analysis was used to analyse the driving forces toward the 
change and the restraining factors that attempt to maintain the status quo. This 
analysis was the basis of Kurt Lewin’s operational framework for change. For 
change to succeed, the driving forces must be strengthened and the restraining 
forces weakened (Bozak, 2003). The tool used showed that the driving forces are 
various and much stronger than the restraining forces, leading to the expectation 
of a better success rate (see Figure 4). 
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Figure 4: Force field analysis. 
 
Permission 
In mid-December 2012, after the analysis of the change initiative was finalised, 
permission was obtained from the relevant authorities. The Head of the 
Physiotherapy Department, the Director of Diagnostic Services and the Acting 
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Head of the Quality Improvement Department were provided with an explanation 
of the proposal, the analysis of the drivers of the change and the expected 
improvement in the department. Gaining top management support was an 
important step. This support is particularly vital in the writer’s organisation, 
because of its hierarchal organisation; top management support ensures greater 
commitment of employees lower in the hierarchy.    
Focus groups 
Focus groups were held in the second week of January of 2013 to enhance 
collaborative leadership-employee discussions about the change project, build a 
trusting relationship, determine employee perception of the change and utilise 
suggestions regarding best applicability of the change (MacPhee, 2007; Furst & 
Cable, 2008). The writer used a small group consisting of four staff members, as 
the size of the group depends on the expertise of the moderator and the witter had 
no previous experience in facilitating focus groups (Krueger, 2006a). The 
employees were stratified into two categories, senior and junior groups, according 
to length of service to ensure homogeneity of the group and to promote openness 
in the discussions (Bryman & Bell, 2011). The meeting had three main themes: 
the employees’ opinion of the current assessment system, their feelings regarding 
the change initiative and the expected barriers to the change. 
The analysis of the qualitative data like that derived from a focus group is a 
daunting task because of the resulting large and rapidly generated database that is 
time-consuming to analyse (Krueger, 2006b). Thematic analysis is a common way 
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of approaching focus group analysis (Bryman & Bell, 2011). The first theme 
analysed was the employees’ opinion regarding the current assessment forms. 
There was a consensus that the current forms and assessment procedure were very 
general and lacked details, such as special physical tests for each condition, 
allowing for competency variance in assessing patients. In addition, it allows 
subjectivity in patient assessment because no objective measures were specified in 
the current form. The second theme was the introduction of the proposed 
standardised assessment forms, and the employees’ feelings were discussed. The 
employees felt that the new standardised assessment forms will enhance 
specialisation in regards to assessment of each orthopaedic condition, improve 
documentation, save time, and facilitate the formulation of discharge plans. The 
final theme was the perceptions of expected barriers to the change project and 
suggested methods to overcome the constraints. The main barrier mentioned was 
staff resistance to the change due to fear of change, lack of assessment skills and 
lack of comprehension of the change. They proposed solutions like discussing the 
importance of the project, training staff on use of the forms and seeking 
continuous feedback. The sense in the meetings regarding the project was very 
positive, and employees were enthusiastic regarding the planned change. The 
writer expected the two groups to discuss the proposed change with their 
colleagues and spread the energy across the organisation. 
Audit of patient records 
An audit was conducted in mid-January of 2013, and a total of 50 orthopaedic 
patient files were collected. The files included 25 female patients’ files and 
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similar male patients’ files, as the physiotherapy department has separate male 
and female out-patient sections. The sample was a blind, stratified, systematically 
collected sample to eliminate bias and ensure that it represented the population. 
The audit was done by comparing the documentation of patient records against a 
chart formulated with different essential assessment procedure categories (see 
Appendix B). The audit was used because it is considered the best method to 
ensure a high standard of record-keeping, and regular audits have been reported to 
reduce errors and improve practise (Griffith, 2004). Additionally, pre- and post-
change initiative audit is an evaluation tool that will indicate the success or failure 
of the change. However, it has also been claimed that an audit is a traditional data 
collection tool that is ineffective in showing actual improvement in services 
(Ovretveit, 2002). 
Creation of urgency 
By the third week of January, a lecture was conducted by the writer or the leader 
of the project for all physiotherapy employees to introduce the change initiative, 
explain the urgent drivers of the change, the expected outcomes and the timeline 
of the project. The creation of urgency is essential, as change projects require 
aggressive employee cooperation (Appelbaum et al., 2012). Moreover, effective 
leaders communicate honestly with the followers to build trust and consequently 
ensure commitment to the change (MacPhee, 2007). 
Formation of a coalition and preparation of a business plan 
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A group was formed of four members, including two senior and two junior staff 
members, to act as a coalition team, organise the in-service training sessions and 
provide support for the employees. A small guiding group of three to five people 
is thought to be more successful in managing change initiatives than a larger 
group (Kotter, 2007). The writer led the team meetings o the team and informed 
the physiotherapy employees regarding the formation of the team. Although the 
junior staff members of the team lack experience in teamwork, they form an 
effective link between the team and the other junior employees who comprise the 
majority of the staff members of the Physiotherapy Department. Furthermore, 
employees’ reaction to influences depends on their relationship with the 
managerial forces, such as the coalition team in this case (Furst & Cable, 2008). 
The leader shared with the team the aim of the change project that was adopted as 
the mission of the team. The ultimate vision was to improve physiotherapy 
patient-care services by meeting both ACHSI requirements and international 
approved standards of service to the customers. Additionally, the team decided on 
the main steps to be taken toward the change, such as preparation of the 
standardised assessment forms, training sessions needed for the employees, 
resource allocation and the timeframe of the training sessions. 
The initiation stage was a long stage that included major steps toward the 
planning stage. Nevertheless, the foundation was laid as the organisation was 
analysed, permission granted, focus groups conducted, the audit implemented, 
urgency created, a team formed, the vision created and the assets discussed.   
3.5   The Planning Stage 
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The planning stage determines the details of the change and includes steps to 
convert the resistance to change into a positive dynamic energy (HSE, 2008). This 
stage gradually shifts the power from the leader to the followers through honest 
communication of the vision, gaining commitment and engaging employees in the 
change project. 
Communication of vision and future plans 
In the urgency lecture given by the writer in the third week of January, the aim of 
the project was communicated to the employees, detailing the values, direction 
and expected outcomes of the change. A description of future quality 
improvement changes was explained, such as the conversion of the assessment 
forms into a digital version, which emphasises the importance of implementing 
the manually completed assessment forms throughout the current project. 
Moreover, a future change project is the introduction of outcome measures to 
meet the ACSHI requirements and the international standards of assessment and 
discharge. The explanation of future plans creates positive energy to pursue the 
quality improvement vision of the organisation and mandates the necessity of 
committing to the current change.   
Formulation of the assessment forms 
The writer reviewed the literature regarding physiotherapy assessment forms and 
read the guidelines and the core standards related to assessment procedures and 
documentation published by different international organisations, such as the 
World Confederation of Physical Therapy, the Chartered Society of 
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Physiotherapy, the Australian Core Standards, the American Association of 
Physical Therapy, and the European Core Standards of Physiotherapy. No 
international standardised assessment forms were recommended; rather, it was 
advised that each organisation formulate their own customised forms according to 
the level of knowledge and skills of the physiotherapists within each organisation. 
Therefore, the team formulated seven orthopaedic assessment forms covering 
regions like the neck, back, shoulder, hip, knee, ankle and foot, and wrist and 
fingers (see Appendices C, D, E, F, G, H, and I). Each assessment form 
comprised a single double-sided page to ease the completion of patients’ records 
and avoid the overuse of paper resources. The forms included a body chart to 
highlight the areas of signs and symptoms, checkboxes to save documentation 
time, special tests for each part to improve the assessment procedure and clinical 
decision-making, and tables to fill out that included objective measures to be 
considered as evaluation measures or discharge criteria measures. In addition, the 
final part of the form included a space to record the final clinical impression, plan 
or goal of treatment and treatment modalities or procedures used in the session. 
The flow of the assessment forms was designed to enable the therapists to reach 
clinical decisions and create effective treatment plans. 
Gaining commitment and defining agents 
This step of the planning stage is an essential step that deals with resistance to 
change and transforms resistance into commitment. Engaging the key 
stakeholders in the change process produces a sense of ownership of the change 
and, hence, commitment (HSE, 2008). Studies have shown that resistance hinders 
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the implementation of change (Val & Fuentes, 2003). Strategies to deal with 
resistance include employee engagement in the change planning and 
implementation stages (Peccei et al., 2011; Shirey, 2011; Kotter & Schlesinger, 
2008).  
Therefore, the leader of the change presented to the employees the formulated 
assessment forms and asked for volunteers to present each form, allowing one or 
two therapists to present each form. Although the therapists were reluctant to 
volunteer, the leader explained the personal benefits of presenting the forms, such 
as allowing the presenters to be the pioneers and experts in the assessment of the 
orthopaedic forms to be presented, promising them incentives, justifying the value 
of such participation in their personal career training record and promising to 
provide support when needed. Offering incentives proved to be an effective 
strategy to reduce resistance to change (Kotter & Schlesinger, 2008). Eventually, 
eleven therapists volunteered to present the assessment forms. The meeting ended 
by scheduling each therapist for a specific date for the presentation, provision of 
the assessment form and explanation of the criteria of the presentations, including 
PowerPoint presentations and practical skills training. 
Deciding on the implementation strategy   
At the end of the planning stage, an implementation strategy should be agreed 
upon and outlined. At this stage, the implementation details are specified, such as 
the sequence of the actions required for the next stage, the people responsible for 
each action and the timeframe for completion. The chosen performance measure 
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was a post-project audit of patient records. The resource requirements for the 
implementation phase were very efficient, as the forms could be printed with no 
additional costs beyond the existing resources. Moreover, the training would be 
done locally and in a venue within the organisation. The risks were minimal, and 
the main risk was the delay in the training programme for unexpected reasons, as 
the writer was limited to finalising the change initiative within a few months to 
submit the project as part of the master’s degree programme. 
At the end of the planning stage, the employees were aware of the existence of the 
in-service team, clear communication of a transparent vision was done, 
commitment through engagement and incentives was achieved and a strategy for 
the implementation stage was chosen. 
3.6   The Implementation Stage 
The implementation stage focuses on implementing the change strategy to ensure 
that the purpose of the change is achieved (HSE, 2008). Although the planning 
stage details the aspects of implementation, aspects of the change might be altered 
due to unexpected events.  
Implementation of change 
The challenges started in the first week of February, as the first two presenters 
were reluctant to present and felt stressed. Support was given to them in the form 
of resources and literature regarding the topic, reassurance and encouragement 
that they would be the experts in the topic, practical help from the writer in 
presenting the lecture with them, and an explanation that it was inevitable that 
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they would have to do presentations within their careers. The lecture eventually 
was presented in a satisfactory manner, and the therapists were congratulated and 
thanked for their efforts to overcome their fear. Furthermore, the subsequent 
lectures were presented weekly and included PowerPoint presentations and 
practical sessions demonstrating the objective tests for each topic. The 
presentations were implemented as scheduled, but, unfortunately, the last 
presenter had to delay the presentation for a week due to illness. Time was an 
important aspect to control, as the whole project needed to be planned, 
implemented and evaluated within only a few months. The lecture was presented 
by the second week of March. Forms were arranged and provided for the female 
and male out-patient sections.  
Seeking feedback 
Successful implementations requires regular reviews and continuous feedback 
(Shirey, 2011). The leader continuously monitored the new behaviour of using the 
assessment forms instead of documenting in the old patient files. It was noticed 
that a few of the therapists continued the old way of documenting in the old files. 
Therefore, all new orthopaedic patients’ requests requiring assessment were 
attached to the new assessment form to be given to the therapists to support the 
new behaviour. Additionally, a few employees expressed concern regarding the 
difficulty of recalling the special tests required for some of the forms; therefore, 
the team printed the tests with related pictures and provided each cubicle with a 
posted copy. Additionally, diagrams of the human body indicating dermatomes 
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and muscle distributions to aid in the assessment procedure were posted in each 
cubicle. 
This stage consisted of the actual implementation of the change with close 
monitoring of issues and solving of unexpected challenges. 
3.7   The Mainstreaming Stage 
This is the final stage of the change model. It includes evaluation of the change, 
celebration of success, reflection on the whole project and spread of the project. 
Evaluation of change 
An audit was used to evaluate compliance with the requirement to use the newly 
introduced assessment forms and to measure the improvement in the assessment 
procedure by monitoring the documented assessment objectives. In the first week 
of April, 50 patient records consisting of 25 female and 25 male records were 
collected and analysed (see Appendix J). 
Appreciating the team and celebrating 
Celebration of short-term wins and rewarding the team that worked on the change 
creates self-confidence and re-enforces the new behaviour (Kotter, 2007). 
Additionally, incentive provision is considered a tool for successful change 
(Kotter & Schlesinger, 2008; Furst & Cable, 2008). The appreciation of the 
change agents and presenters was made by giving them appreciation letters signed 
by the organisation’s training department official and the leader of the change 
project during the final presentation session.  
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Reflection on change 
Reflection is a practise that is undertaken to analyse the positive and negative 
aspects of the whole change model to extract the lessons for future change 
models. The writer reflected on the project in a separate reflection practice 
document that will accompany the submission of the dissertation project of the 
master’s degree programme. 
Spread of innovation 
This step ensures active sharing of the successful change initiation idea to other 
departments in the organisation, if applicable, or to other organisations nationally 
or internationally. This step needs to be planned for the innovation to be spread 
and maximised. Although spreading ideas requires special mechanisms and may 
cost the organisation additional resources, adopting successful innovations that 
have been planned and implemented in other organisations may reduce the 
amount of resources needed for future projects (NHS, 2013). 
The spread of innovation for this change project was achieved through the writing 
and publication of this project as part of the writer’s master’s degree programme. 
Further spread of the project is possible by sharing the forms with other national 
physiotherapy organisations to create standardised assessment and documentation 
services in Bahrain. Because of time and resource constraints, this step was not 
possible in the current project but is considered a future recommendation. 
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3.8   Summary 
This project focused on improving the assessment and documentation procedures 
of orthopaedic physiotherapy cases through the introduction of standardised 
assessment forms. The change model mainly utilised the HSE model with some 
steps influenced by Kotter’s eight-step model, the NHS model, and the Burke-
Litwin model.  
Various mechanisms were used to reduce employee resistance to change, such as 
the creation of urgency, staff engagement, training and provision of knowledge, 
provision of incentives and celebration. 
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Chapter Four 
Evaluation 
4.1   Introduction 
The selection of appropriate measures to analyse the outcomes of change 
initiatives and evaluate the success or failure of the project is central to any 
change project’s strategic plan (Purbey et al., 2007). To evaluate systems for 
evidence of improvement, many performance measurement frameworks have 
been developed (Micheli & Kennerley, 2005). One popular framework that 
emerged in 1992 was the balanced scorecard, developed by Kaplan and Norton. It 
is a set of measures that assess financial measures, operational measures such as 
customer satisfaction, internal processes and an organisation’s innovation and 
improvement activities (Kelly, 2011). Although it is considered a multi-faceted 
view of an organisation’s performance, it is criticised for lacking factors such as 
employee satisfaction, service quality and environmental/community perspectives 
(Purbey et al., 2007). Performance measures can also be approached according to 
Donabedian’s (1980) three categories of quality indicators: structure measures, 
process measures and outcome measures (Kelly, 2011). 
Donabedian’s (1980) framework was used in this project to evaluate the 
achievements, as it is widely used in healthcare organisations and can be easily 
adapted for this project (see Figure 5).  
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                       Figure 5: Project evaluation framework. 
4.2   Evaluation of the Structure 
The provision of the structure required to initiate a change can be evaluated with 
respect to quality improvement. Well-designed settings promote high-quality care 
(Ransom et al., 2011). The project was initiated by reviewing the international 
guidelines for assessment and documentation processes and setting culturally 
suitable standards that meet the ACHSI requirements. The review of the standards 
was done by the in-service team. Additionally, change agents were selected to 
present in-service lectures as part of the training sessions for the employees.  
The revision of the assessment and documentation criteria published by the 
international physiotherapy associations made the management and employees 
aware of the internationally recognised associations. Additionally the standards of 
ST
R
U
C
TU
R
E Set of assessment 
standards. 
Set of 
documentation 
standards. 
Creation  of  In-
service team. 
Selection of 
change agents. 
P
R
O
C
ES
S Formulation of 
assessment forms. 
In-service training 
lectures. 
O
U
TC
O
M
ES
 
Improve 
documentation. 
Improve 
assessment 
process. 
Creation of quality 
improvement 
atmosphere. 
Reinforce 
teamwork. 
48 
 
the other physiotherapy services that can be improved in future change projects. 
This allows recognition of the currently selected assessment and documentation 
standards and permits future improvements in other physiotherapy services.   
4.3   Evaluation of the Process 
Processes are the activities undertaken to implement the change. The quality of 
the processes is evaluated with respect to the appropriateness of the activities and 
the implementation skills (Ransom et al., 2011). The processes in the project 
included the formulation of orthopaedic assessment forms according to the set 
standards. Additionally, the assessment forms were introduced via lectures given 
by the change agents to present the forms and train the employees regarding the 
special tests included in the forms. The presentations conducted by the change 
agents enhanced the change agents’ skills in lecturing and teaching and raised 
their self-esteem. Moreover, they acted as role models in the department, 
encouraging others to use the assessment forms. The lectures were scheduled on a 
weekly basis to allow proper preparation and sufficient time for the employees to 
accept the change in the assessment procedure.   
The in-service training lectures were held in a lecture hall located in the 
physiotherapy department to allow greater convenience for the employees. The 
hall was provided with all multi-media requirements, such as a laptop, projector 
and speakers. An electronic couch was provided for the practical training 
sessions. In contrast, the in-service training lectures lacked evaluation feedback 
questionnaires from employees, as this required more time to analyse and evaluate 
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the questionnaires. Time was a constraint where the project needed to be planned 
and executed within four months duration only.  
4.4   Evaluation of the Outcomes 
The ultimate outcome can be defined as safe and effective patient-centred care 
delivered in an efficient manner (Kelly, 2011). Good structure and efficacious 
processes increase the likelihood of good outcomes. The HSE change model 
allows continuous assessment of each stage and the possibility of stepping back 
and making any required amendments to ensure that the required outcomes are 
achieved. The outcomes can be classified into quantitative, qualitative and long-
term outcomes. 
4.4.1   Quantitative Outcomes 
A secondary audit of 50 patient files was done during the first week of April (see 
Appendix I). The 50 files included 25 male files and a similar number of female 
files collected through a stratified, systematic, random method covering both the 
male and female out-patient sections. The analysis of the files showed that 38% of 
all employees used the assessment forms, while 62% continued using the previous 
patient assessment system (see Figure 6).  
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Figure 6: Compliance with assessment form use. 
The leader of the project used many means to reduce employee resistance, such as 
the creation of urgency regarding the change through giving a lecture, engaging 
the employees by acting like a change agent, conducting training and lectures to 
increase knowledge and skills and providing incentives to the change agents, such 
as appreciation certificates. Nevertheless, the compliance rate was not 
satisfactory. The low rate of compliance with the assessment form use was due to 
the fact that this was the first change project initiated in the organisation, and the 
resistance to the change was high since the old assessment procedure had been 
practiced continuously since the establishment of the department in 1979. 
Moreover, the period of the project also witnessed a change in the Head of 
Department, causing psychological instability among the employees. During this 
change, the employees were in a state of imbalance, drawing their attention to the 
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expected changes in the organisation’s new performance requirements and 
distracting the focus from the project. The previously gained commitment of the 
previous Head of Department had to be regained with the new Head of 
Department, which was vital to ensure the spread of commitment  to the 
employees (Sirkin et al., 2005). Additionally, a second audit was done three 
weeks after the distribution of the assessment forms, allowing only a short time to 
measure compliance. The rate of use is expected to increase with time, as the 
employees will practice the use of the assessment forms. The longer the period of 
the project is, the more likely success will be (Sirkin et al., 2005). Additionally, it 
is unrealistic to expect full commitment to new changes that will alter the status 
quo in a short period of time. A third factor that led to low compliance was the 
fact that 70% of the change agents were not available in the out-patient sections 
during the implementation and audit stage. The involvement of change agents in 
the project aimed to increase employee engagement and to facilitate the use of the 
assessment forms, as employee engagement proved to create ownership of the 
project (Shirey, 2011). Unfortunately, the absence of the out-patient sections did 
not meet the purpose of their engagement in the project.    
The rate of therapists’ compliance with the use of assessment forms was 
compared between the female and male out-patient sections. The analysis 
revealed 79% compliance in the female section versus 21% compliance in the 
male section (see Figure 7).  
 
52 
 
       
 
Figure 7: Compliance rate of female out-patient versus male out-patient sections. 
The vast discrepancy in the rate between the female and male out-patient sections 
was due to the fact that the leader of the project worked in the female out-patient 
section. The presence of the leader of the project in the section encouraged the 
employees to comply with the use of the assessment forms. The literature proved 
that a leader acts as a role model through which followers work consistently with 
the mission of the leader (Hur et al., 2011). Moreover, the leader sets high 
performance expectations and provides intellectual stimulation for the followers 
(Menges et al., 2011). Additionally, the presence of the leader in the same section 
created a sense of continuous monitoring of the new assessment procedure, 
encouraging greater compliance. Researchers have found that close monitoring of 
change progression is a feature of effective leaders (Avolio et al., 2009). Another 
factor that enhanced compliance was the continuous feedback to the leader 
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regarding the new changes, allowing for the immediate clarification of issues and 
changes in certain aspects of the process if required. On-going feedback loops are 
required for effective strategy implementation (Shirey, 2011), and feedback 
provides opportunities to organise future actions (Change et al., 2009). 
Another analysis was done to compare the amount of documentation in the 
subjective and objective sections of the assessment both before the change project 
and after the change project. The results showed that the documentation of 
subjective assessment improved from 33% to 61%. Similarly, objective 
assessment documentation improved from 47% before the project to 69% after the 
project (see Figure 8). 
         
 
Figure 8: Graph comparing subjective & objective documentation pre- and post-
project. 
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The previous analysis revealed improvement in both the subjective and objective 
assessment procedures regardless of the use of the old or new assessment 
procedures. This indicates that the employees realised the importance of proper 
documentation and the need to follow higher standards in the assessment 
procedures. Moreover, the training and educational lectures had a positive effect 
on patient assessment. Nevertheless, employees had difficulties accepting the 
change from the old files to the new assessment forms. Accepting new norms is 
considered one of the toughest challenges for leaders, as it is easy for employees 
to return to the old behaviours (Garvin & Roberto, 2005). For a change to become 
a new norm, it should be embedded in the behaviour of employees and the culture 
of the organisation (Young, 2009). This new norm requires a more rigorous form 
of monitoring that reflects directly on the employees. This can be achieved if the 
assessment and documentation procedure monitoring are included in the annual 
employee performance appraisal system. The writer’s organisation follows a 
unified general standard performance appraisal that is not specific to each 
department. This restricts the monitoring of the expected employee behaviours in 
each department. Therefore, a more specific performance appraisal with the 
required patient-care behaviours and values assessed, such as the assessment and 
documentation procedures, will allow for more commitment to any change in the 
department, quicker change in norms and adaptation to the new culture. 
Nevertheless, a change in the performance appraisals is beyond the scope of this 
project.  
55 
 
Further analysis of the subjective and objective documentation rates showed that 
the subjective rate improved by 28%, while the objective rate improved by 22%. 
This reveals that additional training or awareness of the objective tests and 
measures is needed. During the feedback stage, the leader realised this need and 
presented the difficult or new objective tests on illustrated posters that were 
posted in all the cubicles. However, the objective improvement rate shows that 
further posters or training are required to cover most of the needed objective tests.  
A feedback lecture was conducted after the analysis of the audit in the second 
week of April to repeat the explanation of the drivers of the change and elaborate 
on the importance of improving the assessment and documentation procedure. 
Additionally, the results of the audit were and posted on the notice boards to 
engage the staff further in the project. The leader announced that a monthly audit 
of patient files will be done to investigate compliance with assessment form use. 
Furthermore, the audit will be posted on the organisation’s notice boards with the 
names of the therapists and the findings of the results showing the compliance and 
the documentation rates. This is a demonising method of reframing resistance to 
change where power is used to prevent resistance (Thomas & Hardy, 2011). 
Additionally, personalising the results acts as a driving factor to reinforce the 
change (Burnes, 2004). Employees, realising that their compliance will be posted 
on the notice board, will be more committed to using the new forms to achieve a 
high compliance rate and show their positive behaviour to the change initiative 
supported by the management. 
4.4.2 Qualitative Outcomes 
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Qualitative feedback from the employees was sought during the first week of 
April to ensure that enough time was allowed to practice the use of the assessment 
forms. In a semi-structured interview after a general departmental meeting with 
the employees, three factors were discussed: positive feedback from the change, 
negative issues and future improvement areas. Around 20 therapists out of a total 
of 36 therapists attended the meeting from all sections of the physiotherapy 
department, including the female and male out-patient clinics, in-patient section, 
intensive care section, pediatric section, and neurology section, an acceptable 
attendance rate in a busy department with many sections. 
Some positive comments are noted as follows: 
“The forms are inclusive, and all aspects of assessment are provided”. 
“Very useful, as the forms save lots of thinking”. 
“Re-referred patients will have more comprehensive assessment documented”. 
“I don’t have to think what to assess next since it’s all constructed in a form”. 
“I think the project energised all the staff”. 
In contrast, a few employees were concerned that the forms were too detailed and 
that less categorisation of the objective assessment might allow flexibility of 
documentation. In contrast, others felt that more categorisation is needed and 
suggested the addition of a discharge plan or a specified number of sessions. 
Additionally, there were suggestions to digitalise the assessment forms and 
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eliminate the manually written files, and another suggestion was to introduce the 
use of outcome measures along with the assessment forms. 
The general qualitative feedback was positive, as the employee comments 
suggested future plans for improvement in the organisation. In such general 
meetings, it is expected that positive feedback will dominate the negative 
comments, as employees who are compliant with the change are more willing to 
provide feedback, while non-compliant employees avoid participating to avoid 
identifying themselves as resisters. Nevertheless, the change created an 
atmosphere of continuous quality improvement, which is an ultimate goal that 
enables the team to pursue the improvement plans with less resistance and more 
commitment to future change initiative. 
4.4.3 Long-term Outcomes 
The project is a patient-centred quality improvement change that aims to improve 
the services delivered to the patients. Consequently, the patients will receive a 
more thorough and professional assessment that will reflect the plan of care. 
Moreover, this will be reflected in the outcome of the physiotherapy management 
of the conditions, ensuring that optimal care is delivered to the patient to gain 
maximum outcomes from the interventions. 
4.5   Summary 
The Donabedian framework for evaluation ensures an analysis of each stage of 
the change project, including the structures used to initiate and plan the change, 
the process of implementation and the outcomes of the mainstreaming stage. This 
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framework identifies any improvement at any stage of the project and evaluates it 
as positive change even if the final outcomes do not yield significant 
improvement or change as expected. In the current project, although the 
compliance rate was low, the evaluation of the whole project was positive. 
Likewise, the documentation rates of the subjective and objective assessments 
improved. Additionally, the qualitative data revealed the creation of a quality 
improvement culture in the organisation. 
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Chapter 5 
Discussion and Conclusion 
5.1   Introduction 
This change management project aimed to improve assessment and 
documentation procedures in the physiotherapy department through the 
introduction of seven orthopaedic assessment forms. The literature review 
revealed the importance of professional documentation in the medical field, as it 
is a legal requirement, improves care plans, opens channels of communication 
among the multidisciplinary team members, and can be used for research 
purposes. Many physiotherapy institutes and associations have published core 
standards for assessment procedures and documentation criteria. Nevertheless, the 
World Confederation of Physical Therapy has advised organisations to create 
forms that suit the knowledge and skill levels of their employees. Additionally, 
researchers have investigated the use of outcome measures in combination with 
assessment forms to guide the patients’ care plans and to assess the improvement 
level. This project followed a modified HSE change model to initiate, plan, 
implement and mainstream the change process. The rate of compliance with the 
use of the assessment forms was 38%; nevertheless, the documentation rate 
showed significant improvement. This chapter will outline the impact of the 
change on the organisation, the behaviour of employees, leadership and the 
culture. The strengths and limitations of the project will be discussed. 
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Furthermore, future recommendations will be highlighted. Finally, a conclusion 
will be offered. 
5.2   Impact of the Change Project 
The project positively impacted many areas, such as the organisation, the 
behaviour of the employee, the leader of the project and, finally, the culture. 
Impact on the organisation  
The project started a programme of in-service training in the organisation to 
introduce the assessment forms and train the employees on the skills and 
knowledge needed within a period of five weeks through weekly lectures. 
However, the in-service training proceeded with other topics, and external 
lecturers were invited to present topics of interest. Hence, the project initiated in-
service training in the organisation that acted as a continuous educational 
programme for all employees. Second, the organisation met the ACHSI 
accreditation requirements, as the assessment and documentation standards were 
fulfilled. These standards are coherent with the international standards published 
by many physiotherapy associations. Additionally, insurers’ expectations are 
approached in this quality improvement change. 
Impact on employee behaviour 
Employees willingly engaged in the project, as eleven therapists volunteered to 
present the lectures. Although a few were reluctant and feared to present the 
assigned lectures, they managed to successfully conduct the lectures, which raised 
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their confidence level and improved their lecturing and presentation skills. Some 
resistance to the change was noticed among the employees, yet the improvement 
in documentation rates proved that the change was accepted and that time was 
needed to allow sufficient application. Moreover, the in-service team practised the 
use of quality tool extensively and gained team work and communication skills.  
Impact on the leader 
The leader of the project adopted a transformational style of leadership as the past 
assessment system was altered to a new system that met international standards. 
The leader, having academic knowledge of leadership styles and skills, applied 
these skills and theories into practice throughout the project. The leader practiced 
organisational environment analysis, team management, resistance analysis and 
management and change project implementation skills and reflected on the 
practice to better manage difficult issues and build leadership traits. 
Impact on the culture 
The organisation follows the ACHSI accreditation body, which pursues a 
continuous quality improvement approach. The initiation of this project created an 
atmosphere of quality improvement among the staff, as most of them were 
involved in the project. Their involvement included participation on the in-service 
team, engagement in the change agent groups, and attendance at the educational 
lectures or simply the use of the new forms. Additionally, some made suggestions 
for further improvement in other services within the organisation. Hence, this 
project reinforced the culture of continuous quality improvement. 
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5.3   Strengths and Limitations 
The strengths of the project lie mainly in the aim of the project, which was to 
improve assessment and documentation processes with a patient-centred 
approach. Although it is difficult to prove that better assessment and 
documentation improve the quality of patient care, patients appreciate thorough 
subjective and objective assessments of their condition, leading to greater 
satisfaction. Likewise, this project involved most of the employees in at least one 
part of the planning or implementation process to engage them and ensure greater 
commitment to the project. This involvement improved the confidence and self-
esteem of the employees, and a relationship of trust was built with the leader and 
management. Furthermore, a culture of continuous quality improvement was 
established in the organisation, as the in-service training program continued to 
offer quality improvement lectures on topics such as outcome measures, 
standardised treatment protocols and discharge plans. Finally, the project required 
minimal resources, and it did not involve equipment or additional staff 
recruitment. 
In contrast, the limitations of the project included the formulation of assessment 
forms for seven orthopaedic categories, though many other categories need to be 
covered. Moreover, the physiotherapy neurological conditions were not included. 
Second, the time limitation necessitated the introduction of seven assessment 
forms in five weeks, causing an expectation of prompt change to the new system 
without allowing enough time for adaptation to the new procedures. The analysis 
of the audit conducted after the project revealed the level of assessment 
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documentation in patient files. However, the quality of assessment and 
improvement in patient care were not measured. Professional documentation 
reflects good practice but may not reflect improvement in the quality of 
assessment or in patient care. Therefore, to evaluate the quality of the assessment 
process, other tools can be used in the future, such as the use of outcome measure 
questionnaires to evaluate improvement in patients’ condition after physiotherapy. 
Another tool that indicates improvement in practices is the measurement of 
patient satisfaction with the delivered services, including the assessment 
procedure.   
5.4   Recommendations for Future Improvement 
The project was an initiating step in the process of quality improvement. The 
documentation in the patient files, including the assessment procedure, needs to 
be computerised to promote a green environment and improve the file system. 
The management requested that additional computers be made available in each 
cubicle within the organisation. Moreover, the physiotherapy computer team 
started the digitalisation of the assessment forms. Additionally, the physiotherapy 
treatment program needs to be standardised among the employees. This requires a 
project to standardise treatment protocols according to the ACHSI criteria. The 
organisation started in April to set orthopaedic post-operation treatment protocols, 
and the first lecture was conducted in the second week of April. Furthermore, the 
literature showed that any initial assessment needs to be accompanied by an 
outcome measure questionnaire to evaluate the improvement in the condition of 
the patient after physiotherapy interventions (Akinpelu & Eluchie, 2006; Hatfield 
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& Ogles, 2007; Copeland et al., 2008; Tyson et al., 2008; Van Peppen et al., 2008; 
Jette et al., 2009). The in-service lectures included an introductory lecture 
showing the evidence regarding outcome measures. Finally, the project needs to 
be spread among other physiotherapy organisations in Bahrain to share the 
innovation and facilitate the national standardisation of physiotherapy services.  
5.5   Conclusion 
The aim of the project was to improve the assessment and documentation 
procedures in the Physiotherapy Department through the introduction of 
orthopaedic assessment forms. The literature review revealed the importance of 
professional documentation in the healthcare field. Therefore, seven orthopaedic 
assessment forms were formulated, and training and lectures were conducted to 
educate the employees in the organisation. 
The change process was conducted using a modified HSE model that included 
steps from other models, such as Kotter’s, the NHS model, the Demings model 
and the Burke Litwin model. Employee non-compliance and low commitment 
were the main challenges to the project, leading to a low compliance rate in the 
use of the assessment forms (38%). Nevertheless, the subjective and objective 
documentation rates improved significantly after the project, increasing by 22% to 
28%. 
This project was successful in planting the seeds of a continuous quality 
improvement culture in the organisation. The in-service educational program has 
continued to present topics that were discussed during the project as future 
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improvement projects. Additionally, the compliance rate is expected to improve, 
as the presented feedback created a sense of personal monitoring of employee 
performance. 
“It should be borne in mind that there is nothing more difficult to handle, 
more doubtful of success, and more dangerous to carry through than 
initiating changes” (Machiavelli, 1469-1527). 
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